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A CASE ILLUSTRATING THE DANGER IN EXTRACT- 
ING FRAGMENTS OF METAL FROM THE VITRE- 
OUS CHAMBER BY A POWERFUL MAGNET.* 

By S. D. RISLEY, M.D. 

Attending Surgeon, Wills Eye Hospital, Philadelphia. 
|* July, 1902, I presented a brief paper ( Transactions 

American Ophthalmological Society, 1902) on ‘*The 
Extraction of Metali¢ Fragments from the Vitreous Chamber,”’ 
in which I discussed the relative merits and dangers of re- 
moval, by relatively weak magnets through a scleral puncture 
at the known site of the foreign body, and by means of 
powerful magnets by which the fragment was drawn forward 
through the intervening tissues into the anterior chamber, 
and thence removed through a corneal section. 

The group of dangers which cluster around a scleral punc- 
ture I placed in contrast with the possible, theoretical, dan- 
gers attendant upon the latter procedure, using the following 
language: ‘It is worthy of inquiry whether the probabil- 
ities of permanent injury to the eye which have been enumer- 
uted are greater than those presented by extraction through 
the anterior chamber with the aid of a powerful magnet. In 
case 1, for example, the most favorable of the group for this 
procedure, since the injury was recent and the foreign body 


- * Read before the section in ophthalmology, College of Physicians, 
March 15, 1904. 
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could not therefore have been fastened in situ by the in- 
flammatory products, there can be no question but that the 
giant magnet, placed near the pole of the cornea, would have 
drawn the fragment into the anterior chamber, if manipu- 
lated with skill, on a tractable patient. The fragment of 
steel was lying in the bottom of the eye and resting on the 
retina just back of the ciliary processes. The magnet, there- 
fore, must have dragged it with its sharp and ragged edges 
forward through a hitherto uninjured portion of the vitreous, 
over the ciliary region, and through the suspensory ligament 
or zone of Zinn, thence through the posterior chamber be- 
tween the iris and lens, necessitating its gliding over a portion 
of the delicate anterior capsule of the lens before emerging 
into the aqueous chamber. On the way there would be dan- 
ger of entanglement in the ciliary processes, or the posterior 
surface of the iris, or of injury to tlre lens capsule. But once 
safely through these possibilities, it would remain to make an 
opening in the cornea for its final delivery. This would also 
involve the opening of the ball, the emptying of, the anterior 
chamber, and the dragging of a foreign body away from a 
close imprisonment between the iris and the cornea, and the 
consequent traumatism of these tissues, not to mention the 
possibility of hernia of the iris or anterior synechia during 
the process of repair. Added to these considerations is the 
possibility of the foreign body having been impure, so that 


-the dangers of infection would have been greatly enhanced 


by a progress through a new and hitherto uninjured pathway 
through the tissues. In cases II, HI and IV an additional 
factor was introduced. The foreign body had been present 
long enough to become fastened to the retina by inflam- 
matory products It is probable that to have dragged these 
inward away from their attachments would have endangered 
retinal separation and hemorrhage quite as much as a merid- 
ianal section through the sclera at the site of the foeign body.” 

At the time these inquiries were formulated they were 
based upon purely theoretical considerations so far as my own 
experience was concerned. I have now to report a case which 
goes far to justify the fears then entertained. 

E. G. C., aged 23, a machinist, came to the Wills Hos- 
pital, February 10, 1904, with the history of having been 


| 
| 
| 
| | 
| 

| 

| 

| 

| 


Danger in Extracting Fragments of Metal. 131 


struck in the left eye by a piece of casting two weeks before. 
He presented a note to me from Dr. Lewis H. Taylor of 
Wilkesbarre, who was uncertain as to the presence of a for- 
eign body within the eye. The uninjured eye showed marked 
photophobia and lacrimation aggravated by any attempt to 
see near objects. ="/i9; with the injured eye he could 
count fingers uncertainly at 9”. There was deep ciliary 
injection; the ball was tender to palpation. The anterior 
chamber was of normal depth, but there was a gray, irregular 
scar about 2'2 mm. in length near the pole of the cornea. 
The iris was swollen, gray and lacked luster. There were 
three broad, firm, posterior synechix, the largest being above 
where the iris was firmly bound to the anterior capsule and 
had evidently been injured by the foreign body. The lens 
was swollen and partially opaque. The location and appear- 
ance of the wound in the cornea, iris and lens suggested the 
possibility that the foreign body had puncturéd these tissues 
without deeper penetration. The man was firmly convinced 
that it had been removed from the eye. He brought an un- 
satisfactory skiographic negative taken near his home, which 
unfortunately. did not aid in either localizing the body or cer- 
tainly determining its presence. 

The eye was cocainized and he was placed before the 
Haab magnet, primarily to determine the possible presence 
of a metalic substance. He suffered severe pain when the 
eye was brought to about 10 inches from the tip of the mag- 
net. The distance was slowly and cautiously diminished and 
the current carefully controlled, intervals of complete rest 
being secured by entirely cutting off the current. In a few 
moments the lower temporal quadrant of the iris was seen to 
bulge forward and the current was quickly cut off. The pa- 
tient was then instructed to look strongly downward, and the 
magnet was tilted so that the line of direction of its traction 
would be exerted upward and outward, so that, if possible, 
the fragment of metal might be drawn along the posterior 
surface of the iris and into the pupillary area between the 
iris and lens. The current was slowly turned on and the tip 
of the magnet carefully approached to the eye. The man 
suffered intense pain, beads of perspiration standing on his 
brow. When a distance of approximately 3 inches between 
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the magnet and the corneal pole had been reached, the foreign 
body, with startling suddenness, flew with the impetus of a 
bullet and fastened itself to the conical extremity of the 
magnet with a portion of the iris still clinging to it. It had 
emerged through the old corneal wound, in which the re- 
mainder of the iris was found entangled, and was withdrawn, 
only a small triangle of iris remaining in the eye at the site 
of the original injury, where it still remains adherent to the 
lens. 

The man was placed in bed, atropia instilled and contin- 
uous cold compress applied. The eye recovered from its ter- 
rible injury without noteworthy incident. At the end of the 
week he was much pleased with the unexpected vision remain- 
ing, but this has already diminished, a fact which may be 
accounted for in part by the denser opacity of the lens; but 
it is probably due to detachment of the retina and accom- 
panying degeneration changes. The foreign body had been 
present two weeks and inflammatory reaction had been marked. 
It is, therefore, probable that it was adherent to the retina 
in the region of the ciliary processes, in the lower temporal 
portion of the eye. Time was not taken to seeure a careful 
localization because of the rapidly progressing irritation of 
the other eye. Had this been done, and the body been ex- 
tracted through a scleral puncture, I can but think that the 
traumatism would have been much less than that suffered 


from the powerful traction force of the magnet, which was 


sufficient to drag it from its bed of lymph and cause its vio- 
lent projection through intervening structures. The result 
would prebably have been in some measure less disastrous 


-with a smaller fragment. The one in question had ragged 


edges, was rhomboidal in form, weighed approximately 2 
grains, and was in its greatest diameters 3x5x2 mm. The 
eye is now free from pain and tenderness, and is nearly white. 
There has been no symptoms of sympathetic irritation since 
the removal of the foreign body, notwithstanding the serious 
traumatism the eye has sustained. 
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MALIGNANT GLAUCOMA. 


By W. H. SEARLES, A.M., M.D. 
OSHKOSH, WIs. 


DO not remember to have seen a report of a case of this 
form of glaucoma that was ever successfully treated, 
although I have met several instances of total blindness due 
to this disease. There is no prodromal period, and the _ 
opportunity to save the eye is quickly passed. Again, to | 
perform an iridectomy under such conditions is perhaps the 
most difficult of any that we have to do upon the eye. I have 
met two cases in my 24 years of practice, the treatment of 
which may be of interest to the reader. 

Mr. C., age 28, married, a painter, and in robust health, 
had never had any previous trouble with his eyes. He fell 
asleep after dinner on the floor where the wind blew over his 
face and head. He had been asleep for an hour when he was 
suddenly awakened by a sharp pain in the right eye. He 
was brought to my office by Dr. Steele in less than an hour 
from the beginning of the attack. The eye was now stony 
hard, the pupil widely dilated and crowded against the cornea. 
He was in the cold sweat of intense suffering and totally 
blind in this eye. 

Paracentesis was done at once. He was then taken home 
and put to bed, when he was speedily brought to the sweat- 
ing stage by fluid extract jaborandi and stimulants which 
relieved the pain somewhat. Hot water was also applied di- 
rectly to the eye for five minutes at a time every fifteen min- 
utes, followed by 2 per cent. atropine in 4 per cent. solution 
of cocain. After two hours’ work he was put to sleep with 
a hypodermic of morphia, from which he awoke much better. 
I attended this man for ten days, when he made a complete 
recovery of his vision. Atropine-cocain was used from start 
to finish; jaborandi 20 drops at bed time, followed by mor- 
phia if necessary, with quinine during the day. 

Mr. H., age 24, single, in perfect health, called me up at 
5 a. m., suffering intensely in the right eye. He went to 
bed at 11 p. m. and to sleep with no indication of eye trouble. 
This eye, however, was blind from a corneal wound which had 
occurred ten years previous. Most of the cornea was covered 
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by a dense leucoma and the iris was probably adherent. He 
had had attacks of pain before, which hot water had always 
subdued, but had failed this time. 

This attack began at 3.a.m. The eye was now very in- 
flamed, with highest tension. I feared panophthalmitis and 
advised enucleation. This he refused and asked for medical 
treatment. I directed him to bed and to continue the hot 
water and gave him atropine to drop in the eye every half 
hour. I saw him four hours later. The supra-orbital nerve 
was now highly inflamed and the upper lid red and cedema- 
tous. I again insisted that the eye must come out, as it had 
made no improvement. He still wanted more time. I now 
began a systematic use of hot water in the eye itself, followed 
by the atropine every fifteen minutes for one hour and then 
turned to jaborandi and morphine, which gave him a refresh- 
ing sleep of several hours and from which he awoke in every 
way improved, 

This man, to my great surprise, recovered. Two years 
later he had had no return of the disease and declared his 
eye had not felt so well in years. 

In a general way I have found this treatment effective in 
all forms of glaucoma in subduing the inflammatory side of 
this disease. Quinine or any anti-neuralgic remedy should 
be used at regular intervals. The treatment seems to be 
ideal and a complete substitute for iridectomy, barring com- 


plications. I have not lost a case in the past fifteen years, 


which was not true before when I relied on surgery. Let me 
illustrate by a patient which is still under my care at this 
writing. 
Acute inflammatory glaucoma.—Mrs. P. is 66 years of 
age. The left eye was removed 30 years ago. She had 
made a poor recovery from an attack of the grip November 
25th last. She complained so much of pain in her eye and 
failing vision that her physician sent her to an oculist who 
fitted her with glasses, but they only increased the pain if she 
attempted any near work. I saw this case February 20th. 


' For ten days previous she had suffered very greatly from 


pain in her eye and head, in fact in her whole body. She 
had had but little sleep and was now enveloped in a fog. 
Here is what I found: Pupil dilated to twice the normal 
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size; tension + 2; steamy cornea; green reflex and shallow 
chamber. The ciliary veins were varicose, with several 
hemorrhages upon the eyeball. The eye was tender and all 
movements were painful; the media very hazy and the ret- 
inal veins swollen. 

Here is a case of glaucoma in which the immediate cause 
is accommodative effort in an eye weakened by sickness of 
two months’ standing. The treatment in the office was as 
follows: Atropine 2 per cent. was applied to the eyeball 
and rubbed in with my favorite spatula. Internally, a Dr. 
Gross tablet without morphia. Smoked glasses were put on, 
and the patient was sent home and to bed. Hot water was 
then applied according to the method of Dr. Connor of 
Detroit, as already indicated, followed by atropine each time 
till maximum dilatation was secured, when 15 drops of fluid 
extract of jaborandi was to be taken, followed by morphine 
if necessary to get eight hours’ sleep. Later, she was to take 
another Dr. Gross tablet and wait till I came. I did not see 
her for twenty hours. According to every authority, the use 
of atropine is plainly forbidden in such a case. It is a mis- 
take, however, as I know, for I have been over this ground 
too often. When I got to her home she met me at the door 
with a smile. She had had the sleep, and did not have to 
take the morphine. The disease was conquered, and my 
routine treatment for the next four days was as follows: 
Atropine once a day, half a Dr. Gross tablet three times a 
day, and jaborandi 15 drops at bed time, with morphine in 
reserve. At the end of the fourth day all hypertension was 
gone, also all pain through the body, and vision was fully 
restored. She said she was well again for the first time 
since November 25th. 

Fifth day: This woman, contrary to my strict orders, 
went about her home work, visited with her neighbors, and 
dared to take up her sewing again, with the eye yet under 
the control of atropine. She collapsed worse than ever. I 
have met this same trouble before. The ignorant think you 
are running a bill for nothing, they get well so quickly and 
easily. I now added cocain to the atropine and began all 
over again, with morphine added to the jaborandi. I lost a 
whole week, but got back all right with a patient ‘‘awful 
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weak,’’ as she said, and very humble also. Here is all the 
trouble with atropine in glaucoma. It is not the drug but 
the patient. The wear and tear of the nervous system by 
this time had become so great that I now called to my aid 
McArthur’s hypoph. of lime and soda and gradually stopped 
all other treatment, using the atropine-cocain once in two or | 
three days and reducing the jaborandi to 10 drops at bed 
time. March 5th: the patient was well. No more atropine 
at present, but I shall keep her under it for two or three 
weeks longer. It will take a month more after that before I 
will allow any accommodative effort. 

These cases do not recover quickly from atropine. That 
glaucoma occurs coincidentally with the exhibition of atro- 
pine is most true, as happened in this case, but it is due to 
an entirely different cause than the one recognized, namely, 
obstruction by the way of thickening of the iris base. The 
glaucoma charged to the use of atropine can always be 
quickly cured by the further exhibition of atropine. 

Atropine is to the eye what splints are to the fracture, 
and we should no more make use of the one than the other, 
: , while under such control. The use of atropine under this 

precaution as an inflexible rule is perfectly safe, and wonder- 
ful in its results. 

Atropine now comes to the front in a new role. It is to 
become our chief weapon against glaucoma in meeting its in- 
flammatory side. 

Atropine is anti-inflammatory, always, begause it contracts 
bloodvessels and reduces secretion and, of course, swelling 
and tension as well. 

Atropine in its final effect upon the uveal tract—which is 
really a pathway of bloodvessels—-is, then, not one of ob- 

: struction of the angle, but of opening it. Every glaucoma 
has to reckon with this uveal tract bloodvessel system. 

Atropine is then anti-glaucomatous, and there is no other 
drug at the present time to be compared with it. 

Atropine removes for the time being one side of the iritic 
; angle, in maximum dilatation, as completely as the best possi- 
ble iridectomy, and, better still, does it throughout the entire 
circle. At the finish it leaves no mutilations behind. 

Atropine-covain reduces valume, blood supply, secretion, 
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intra-ocular tension, soothes pain, improves nutrition and 
secures complete rest, and hence is the logical answer to every 
glaucomatous process. In every glaucoma there is always 
sluggish absorption, and we turn logically to jaborandi to 
meet this defect. 

The writer has ‘‘sailed through bloody seas’’ to reach his 
present position and is fearless of all contradiction. 
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A MODIFICATION IN THE SHORTENING OF THE 
EYE MUSCLE WITH THE PRESERVATION 
OF ITS TENDON.* 
By GEORGE F. SUKER, M.D. 


CHICAGO, ILL. 


Professor of Ophthalmology, Post Graduate Medical School; Instructor in Ophthal. 
mology, College of Physicians and Surgeons (Univ. of IIl.). 


HE operation about to be described is but a modification 
of the method of shortening the eye muscles as first 
described by J. F. Noyes, of Detroit, at a meeting of the 
American Ophthalmological Society in 1874. The mere fact 
that in the Noyes’ operation and the one about to be detailed, 
either the whole or a part of the tendon is preserved without 
disturbing its anatomical insertion, will commend the oper- 
ation as being applicable in certain cases of strabismus. 

The technique involved and the principle underlying both 
_ are quite similar. This operation is indicated mainly when it 
is desired to operate upon the lateral recti muscles; mainly 
upon the recti, because they have the longest tendon, therefore 
permit of a greater latitude in shortening the muscle. The 
operation is quite applicable in such cases when the amount of 
shortening demanded does not exceed much over one-half the 
length of the tendon. In other words, in all such cases where 
the degree of convergence or divergence is not too excessive. 
Briefly, it may be said to be indicated either to its fullest ex- 
tent or in part in all such cases where the present methods of 
tendon advancement or muscle shortening are used or a ten- 
otomy with an advancements employed. 

The operation is performed as follows: 

First: Make a conjunctival incision parallel to the long 
axis of the muscle, similar as in any tenotomy, beginning the 
incision a line or two in advance of the tendon insertion and 
extending backward to at least the beginning of the muscle. 

Second: Make an incision into the capsule of Tenon, 
also parallel, to the long axis of the muscle. 

Third: Pick up the muscle with a strabismus hook or a 
Prince’s advancement forceps. 

Fourth: Pass a double needled silk suture—one from 
above, the other from below—through the edge of the muscle, 
picking up a small loop. This leaves the central nutrient 
* Read before the Chicago Ophthalmological Society, April 12, 1904. 
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artery intact. These sutures must be passed just back of the 
-beginning of the tendon (or in the substance of the tendon 
proper, if but a partial shortening is desired) so as to avoid 
their tearing out, as happens when such sutures are not 
guarded by tendinous structures. The needles are to be 
passed through the substance of the muscle from the upper 
and lower free border. 

Fifth: Now completely sever the tendon just in front of 
the so-called muscle sutures. 

Sixth: Dissect the tendon forward down to its insertion, 
and make a small groove underneath just at the scleral inser- 
tion, in order to receive the muscle end when the same is 
brought forward. Vivify the under surface of the tendon 
with a blunt curette. 

Seventh: Now pass each of these two muscle sutures at 
about corresponding points from underneath the tendon at 
its insertion, from below upward and outward, at the same 
time through the re-approximated conjunctiva. Now pull the 
muscle forward, while rotating the eveball toward the same. 
Firmly tie the sutures above the conjunctiva. 

Kighth: Gently vivify the upper surface of the muscle 
to an extent corresponding to the length of the severed ten- 
don. Lap the tendon back over the muscle and firmly fix the 
distal end by means of two sutures, one abéve and one below, 
to the body of the muscle. While doing this, have the eye- 
ball turned in the opposite direction so as to have the parts 
on a slight stretch. Use cat-gut sutures here. 

Ninth: Replace the conjunctiva and close the wound 
with one or two sutures, as the case may indicate. 

Tenth: Apply a cold aseptic bandage for six or eight 
hours. The other after treatment is the same as in any of 
the operations. 

Eleventh: Remove the conjunctival sutures on the sixth 
or seventh day, or earlier if firm union has taken place. 

The operation has the following points which commend it 
for such cases as above alluded to: 

1. It does not disturb the insertion of the tendon, there- 
fore does not alter the relationship of this tendon to the 
others or its relation to the optic axis. It does not permit, 
therefore, of any rotary displacement of the globe. 
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2. It does not sacrifice any tendon substance. 

3. It better maintains the proportion of muscle and 
tendon. 

4. There is very little chance for the giving way of the 
sutures, which is an important feature. 

5. The original lever power of the muscle is not inter- 
fered with. 

6. The actual direction of muscle traction, and therefore 
its influence upon the position of the globe, is not disturbed. 
In other words, the anatomico-physiological traction of the 
muscle remains unaltered. 

7. It does not cause any more reactionary disturbances 
or thickening of the conjunctiva than the ordinary advance- 
ment operation. 

8. The maximum shortening attained is equal to the 
length of the tendon. 

9. The result of the shortening is just as constant as in 
some of the other operations, if not more so. 

10. A partial shortening may be obtained by placing 
these sutures at any distance in the substance of the tendon 
and proceeding as above described. 
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AN EXPERIENCE WITH THE SIDEROSCOPE. 


By ARTHUR E. EWING, M.D., 
ST. LOUIS, MO. 


ERY soon after receiving the instrument in question, an 
excellent opportunity to try its power upon a fragment 
of steel offered itself. The fragment had entered the lower 
portion of the cornea, passed through the lower margin of 
the pupil, through the lens, and backward and outward 
through the globe, and had imbedded itself in the temporal 
portion of the sclera near the equator and a little above the 
horizontal meridian, where, after the swelling had subsided, 
it could easily be seen. When this eye was brought near to 
the magnet of the sideroscope there was no deflection until the 
foreign body would be within a distance of eight millimetres ; 
with the magnet on the nasal side of the globe, or at the 
upper or lower surface there was no disturbance whatever. 
At six millimetres the movement was positive. The size of 
the fragment when it had been removed was found to be 
1x2x3.5 millimetres. Since this trial was made there have 
been several instances where pieces of iron or steel of about 
this size have entered the globe and have been removed, and 
each showed that the instrument could be depended upon at 
distances of from five to six millimetres. The case to be de- 
scribed is interesting because there was no deflection at first, 
although the greatest care was exercised to have everything 
in proper order, and a few days later the deflection was very 
positive. 

The patient was first seen forty-eight hours after the in- 
jury. Near the center of the cornea there was a clean per- 
forating wound four millimetres in length, and back of this a 
similar wound in the anterior capsule of the lens. The lens 
was opaque and the swollen cortical substance was pushing 
forward through the wound in the capsule. The anterior cham- 
ber was shallow; the pupil was five millimteres in diameter, 
probably from a mydriatic which had been used, and irregular 
at its lower temporal margin; and there was moderate cireum- 
corneal injection. Because of pain the patient had obtained 
very little sleep. Repeated trials with a 500-volt magnet gave 
negative results. Immediately following this, many careful 
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trials in every position were made with the sideroscope, also 
with negative results. 

The next day the pupil was found to be widely dilated, 
atropine having been used regularly at intervals of every four 
hours; the anterior chamber was deeper and clearer; there 
was less circumcorneal injection and no pain. Although these 
conditions continued, four days later the patient consented 
that a radiograph be taken. The exposure was made directly 
through the head, from side to side, the temple of the injured 
eye having been placed against the sensitized plate. The re- 
sult showed a foreign body within the eye a little anterior to 
the equator. 

Another antero-posterior exposure was determined upon 
for the following day, it being thought best that there should 
be a twenty-four-hour interval. Inthe meanwhile another trial 
was made with the sideroscope, and it was found that there was 
always marked deflection when the region about the temporal 
margin of the tendon of the inferior rectus muscle was ap- 
proached. The second radiograph, with the exposure at right 
angles to the first, confirmed the result by the sideroscope. 
Another trial was then made with the large magnet with the 
hope of bringing the foreign body forward into the anterior 
chamber through the already softened lens. The only 
effect, however, was at times a slight ‘‘pulling’’ sensation to 
the patient. Following this the sideroscope showed that the 
position of the fragment had not been changed. 

An incision about four millimetres in length was made 
through the sclera at the temporal border of the tendon of the 
inferior rectus muscle with the point of a rather broad Graefe 
knife. Then by means of a small fifty-volt magnet armed 
with a wedge-shaped tip, somewat rounded at the edges— 
which enters a wound readily and has proved to be the form 
with the greatest power—a scale of metal 0.5 x 2.5.x 4 milli- 
metres in size was removed. The conjunctival wound was 
closed with a suture. Healing progressed favorably ; the lens 
has absorbed, and with proper. correction of the refraction 
v= / 38° 

The explanation for the negative result with the sidero- 
scope in the examination first made must be that the foreign 
body was in a firm clot of blood, or in a mass of exudate, and 
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beyond the field of the magnet. After the lapse of a few 
days this clot or exudate had become to some extent absorbed 
and the foreign. body had been brought nearer the surface 
and within the tield. As this is the second occurrence of this 
kind that has come under my observation, my conclusion is 
that when a Roentgen ray picture cannot be obtained, a single 
examination with the sideroscope, if negative, should not be 
_relied upon, but that at intervals of a few days there should 
be several successive examinations. 


BOOK REVIEWS. 


Tur Commoner Diseases or THE Eye: How to Derrecr anp 

How to Treat Tuem. By Casry A. Woop, M.D., and 

T. A. Wooprurr, M.D. 250 illustrations and 7 colored 

plates. Chicago, 1904: G. P. Engelhard & Co. Price 

$1.75. 

A clear and thoroughly safe guide for the student of 
medicine. The book is free from unnecessary intricacies and 
gives what a general practitioner should know about eye dis- 
eases and their treatment. Print and illustrations are good. 


Tue ReLation OF THE CERVICAL SYMPATHETIC TO THE EYE. 
Papers read before the section on Ophthalmology of the 
American Medical Association at the annual session, New 
Orleans, May, 1903. Chicago: Press of the American 
Medical Association. 1904. 

A review of what is thus far known concerning the influ- 
ence of the sympathetic on the eye in health and disease, in- 
cluding the effect of excision of the cervical ganglia on intra- 
ocular pressure. 


Tue Wortn or Worps. By Dr. R. H. Bett. Hinds & 
Noble, New York. 


Well worth studying, particularly the chapter on every- 
day errors of which too many occur in modern literature on 
medical subjects. 

ALT. 


MEDICAL SCCIETIES. 


OPHTHALMOLOGICAL SOCIETY OF THE UNITED 
KINGDOM.* 


Clinical Meeting, March 10th, 1904. 
Sir AnpEeRSON Critcuett, F.R.C.S.E., V.-Pres., inthe Chair. 


Mr. J. R. Lunn showed an elderly man with compression 
in the retinal veins by thickened arteries in one eye, the 
vessels in the other eye showing also some degeneration. A 
large area above the macular region was occupied by a hem- 
orrhage. Owing to the serious view of such cases taken by 
Mr. Gunn, he proposed to bleed the patient, while Mr. Nettle- 
ship had suggested purging him as well. Mr. Gunn said that 
although he looked upon such cases as grave, yet that as in 
this case there was no albuminuria he thought it rather a 
favorable one. 

Dr. H. GrimspaLe exhibited a man aged 24, who had 
suffered from gonorrhceal ophthalmia a year ago, resulting in 
dense leucoma in one eye. When light was allowed to shine 
on the good eye the pupil contracted, while the other eye 
rotated distinctly upwards; and when light was withdrawn 
the reverse took place, the affected eye rotating downwards. 
This condition had been previously noticed after head injuries, 
but had not before been described as occurring in such a case 
as the present one. 

Mr. H. L. Eason showed a case of what he took to be a 
persistent hyaloid artery. The right eye had defective vision 
and nystagmus. The vessels were seen emerging from the 
lower border of the disc, one branch running forwards and 
opening in a funnel-shaped aperture against the ciliary body 
below the iris. Should it be considered as an inflammatory 
condition or as a developmental condition, namely, a persist- 
ent hyaloid artery? Mr. Treacher Collins saw no reason for 
doubting that it was really a persistent hyaloid artery, and 
that, in addition, there had been atypical development of the 


vitreous. 
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Mr. Eason also showed a patient with albuminuric retin- 
itis, who, three years before, had acute nephritis, anasarca, 
and detachment of both retine. His general condition had 
greatly improved and the detachment in both eyes had 
subsided. 

Mr. CLraup Wortu showed a member of a family in which 
congenital dislocation of the lens was present in five gener- 
ations. Twenty-four years before Mr. Stanford Morton had 
described the family in a paper in the Royal London Oph- 
thalmic Hospital Reports, and since then two more mem- 
bers had been born, both with the same condition. The 
Chairman thought that such a series of cases was most im- 
portant as bearing on the subject of heredity. Mr. Nettle- 
ship thought that possibly a slight luxation of the lens in 
young children might account for the high degrees of my- 
opia which were occasionally seen and which did not get worse 
us time went on. 

Mr. A. H. Tuompson showed a girl, aged 10, who had a 
congenital coloboma of the iris downwards in one eye. Near 
the periphery of the fundus and well below the macula was a 
white patch with indefinite edges and a band of healthy cho- 
roid crossing it. In view of the condition of the iris he took 
it for a coloboma, otherwise he would have been inclined to 
regard it as a patch of choroidal atrophy. The vision was 
*/is, and the left eye was normal. 

Mr. Bisnor Harman showed a child, aged 5 years, with 
the following abnormalities: The anterior fontanelle was not 
closed; a coloboma of each upper lid; a coloboma of the iris 
and choroid on one side; two dermoids of the globe on the 
right side; very tortuous retinal vessels ; an imperfect mouth; 
a depression over the sacrum representing the tail (fovea 
sacralis); two ears on the right side and four on the left. 
The child was unable to walk or say more than a few words. 

Mr. A. H. Bennett showed a girl, aged 9 years, who 
when first seen in October, 1903, had keratitis punctata in 
the right eye; she was not again seen until she attended as an 
out-patient under the care of Mr. Claud Worth at the West 
Ham Hospital on Febrnary 18th last. The right eye had 
been red for a month, and the sight had failed without pain. 
With this eye she could only see hand movements; the vision 
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of the left was °/,. The right eye was inflamed with gross 
oily-looking patches of keratitis punctata. The iris was yel- 
lowish and the pupil was clouded. There were five tubercu- 
lous-looking masses growing near the angle of the anterior 
chamber, varying from the size of a shriveled barley-corn to 
that of a No. 6 shot. These appeared to be fluffy as though 
covered with exudation. The eyeball was not tender and 
there was no fundus reflex. The left eye was normal except 
for slight ciliary redness. Atropine was applied and hyd. e. 
creta and syr. ferri phosph. co. were given internally. Two 
weeks later the exudate had mostly disappeared, and small 
bloodvessels were seen on the surfaces of the growths. The 
left eye now showed typical pyramidal keratitis punctata; the 
vision remained the same; the lungs were healthy, but the 
cervical glands were enlarged. The family history disclosed 
nothing either specific or tuberculous. 

Mr. R. Marcus Gunn showed a drawing of an eye with 
mal-development of the suspensory ligament. The patient 
complained of symptoms suggestive of a refractive error, but 
after the use of atropine the upper edge of the lens, instead 
of being convex, was roughly speaking horizontal. At two 
or three places some fibres of the suspensory ligament came 
down and were attached to it, thus giving rise to elevations 
along this edge; there was also a coloboma of the lens down- 
wards. 


DISCUSSION ON GLAUCOMA. 
WILLS HOSPITAL OPHTHALMIC SOCIETY. 


A Stated Meeting, March 14th, 1904. 


The Chairman, Dr. WiLuiAM ZENTMAYER, announced that 
there would be an informal discussion upon glaucoma. 

Dr. Frank Fisuer, in order to open the subject, cited 
the histories of two diametrically opposed types of such cases 
which had recently come under his observation. He desired 
to know under what conditions an iridectomy should be per- 
formed; when should enucleation of a glaucomatous blind 
eye be done; and if enucleation be done, what effect would 
the procedure have upon the fellow eye. He was uncertain 
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as to the character of the visual fields serving as a guide to 
the value of an iridectomy, they being so unstable and uncer- 
tain. His experience had led him to ignore the usefulness of 
the degree or the grade of visual acuity as offering itself as 
a therapeutic guide. In some eyes which had become blinded 
from glaucoma processes, he had found that eserine failed to 
produce pupillary contraction. He had been interested in 
studying a series of cases of glaucoma, in which there had 
not been any consanguineous marriages. He gave the de- 
tailed history of one such family, and had more or less knowl- 
edge of some others. He inquired what had been the exper- 
ience of members of the society in regard to the ophthalmo- 
scopic appearances of the eye ground and media after the 
performance of posterior sclerotomy. He asked this question 
as he had seen two cases in which he could locate the position 
of the internal traumatism by a localized rupture of the 
choroid. He would like to know the most tenable theory 
for the more or less reduction of intraocular tension in cases 
in which posterior sclerotomy had been done. He asked the 
question whether the vitreous elements were reformed or not. 
He would like to know if any members of the society had, 
like himself, seen recession of optic nerve head cupping after 
successful iridectomy. 

Tue CHaArrMAN stated that he enucleated the offending 
eye in absolute glaucoma, with a possible previous attempt at 
iridectomy. He performed an iridectomy if possible, in acute 
inflammatory glaucoma. His studies with the visual fields in 
chronic glaucoma had taught him that the character of de- 
creases and the peculiarities of lessened areas were not in any 
way characteristic or typical. 

Dr. Conrad Berens believed that enucleation tended to- 
wards the conservation of the energies of the other eye, his 
experience being that vision and intraocular tension of the 
remaining eye are preserved for much longer periods of time. 
His experience had taught him that the earlier an enucle- 
ation is done—particularly in a painful eye—the safer it is 
for the other one. If possible, he preferred an early iridec- 
tomy in all appropriate cases. In some cases of systemic 
type he eschewed all forms of operative procedure and pre- 
ferred to wait for some acute condition necessitating radical 
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measures, watching and guarding over the general system 
and directing his main therapy towards the general dyscrasia 
at hand. He had found good results from the ingestion of 
large doses of iodide of potassium in association with the 
salicylates. He had found that the more he had to deal with 
the condition, the more he depended upon remedial measures, 
reserving as a rule operative interference for cases of the ful- 
minating type. He had observed the effects of climate upon 
such cases, and spoke of the effects of psychological processes 
upon the condition of the patient. He mentioned his ex- 
periences with the results he had obtained in some of his 
ehrouic cases by the employment of varying strengths of 
synoidal currents. 

Dr. McCuunty Rapcuirre showed a case under his care 
in the hospital in which by enucleation of the blind eye, in 
combination with appropriate local and general treatment, the 
ordinarily seen progressive and disastrous symptoms, he felt 
sure, were rapidly and painlessly disappearing in the fellow 
eye. 

“Dr. Cuartes A. Ortver said that no fast and hard law 
could be laid down in any particular case; each one, and even 
the same case at different times, demanding what might be 
aptly termed ‘‘symptomatic treatment.’ After a large ex- 
perience with various operative measures, in association with 
carefully graded local and general therapy, and above all, 
hygiene with well regulated, cheerful surroundings, and early 
treatment directed towards the removal of any possible 
offending dyscrasia, he had in many cases ceased to be dis- 
turbed as to the probability of ultimate failure; in other 
words, he made it an unalterable rule to exercise constant 
vigilance against the general and special inroads of any caus- 
ative factor with the prompt removal of the disturbing local 
conditions in the easiest and most comfortable way possible 
in each case. Whenever possible, he enucleated an eye which 
had become blinded from glaucoma, as he had learned from 
experience that it was the safest and the most certain of all 
of the radical procedures, in certain types of cases, for the 
fellow eye; in fact, he was certain that it undoubtedly seemed 
to have a beneficial influence upon the fellow organ, whether 
it was injured or not. The question of the performance of 
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an iridectomy he reserved to cases in all stages, more partic- 
ularly the incipient and practically unadvanced ones in wich he 
felt that there was either a present necessity or an advantage 
in the future to be gained by opening as much as possible of 
an imperfectly acting filtration angle. In some cases of coarse 
severity, he repeated the iridectomy and even had successfully 
and usefully removed the crystalline lens. He uniformly 
reserved his operative procedures to the individual organ in 
question. He spoke of having seen some cases in the hands 
of some of his colleagues apparently do well by the employ- 
ment of cyclotomy, and believed that the measure, if not too 
disturbing in its immediate traumatism, possibly did good by 
destruction of some of the lymph-making glands. He asserted 
his disbelief in a proper regeneration of the vitreal elements, 
believing the vitreous to be like the crystalline lens, an or- 
ganized body, which once removed or destroyed was replaced 
with ordinary lymph; in consequence, he doubted the effi- 
cacy of all procedures in which loss of the vitreous body 
constitued a part. He denounced the term ‘‘liquid’’ or ‘‘fluid 
vitreous,’’ and said that the replacement of the vitreous 
humor by ordinary lymph in which there were loose vitreal 
elements with uveal debris, merely tended to provoke gland- 
ular action with consequent increase of the intraocular fluids. 
He spoke of the classical experiments of Uribe Troncoso 
upon the effects of altitude upon the density of the intraocular 
fluids, as well as the morphological conditions of the fluids 
themselves. As one of the results of a return of intraocular 
pressure to normal, he had more than once seen temporary 
lessening and even disappearance of shallow pathological 
cuppings in the optic nerve head, particularly in the tempor- 
ally placed finer fibres. 

Dr. S. Lewis ZreG er spoke of the advantages and the 
good results he had personally obtained in certain varieties of 
cases by the performance of posterior sclerotomy. He made 
the procedure by a quick plunge with a von Graefe knife 
with its back directed towards the ciliary body some 6 or 8 
millimetres back of the ciliary region, between the muscular 
attachments and parallel with the radiating vessels. He 
rotated the knife at right angles to the first incision, allowed 
a few beads of vitreous to escape, and withdrew the instru- 
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ment, thus making a T incision. He had found that there 
is immediate hypotension, and there is never any reaction. 
His experiences had coincided closely with those given by 
Dr. Oliver. In the blind eyes of some such types he had had 
useful recourse to optico-ciliary neurotomy, having, he re- 
members in more than one instance, kept a functionless eye- 
ball intact and free from pain and harmful influences for a 
period of nine years. He mentioned several interesting 
examples of the various conditions, showing the multiplicity 
and variability of the symptom-complex in cases which had © 
come under his immediate observation, distinctly proving the 
efficacy of certain procedures in some cases and the ineffi- 
ciencies of many authoritative measures that had been strictly 
applied, in others. The more extended his experience had 
become in such an enormous mass of material as was almost 
daily given him in such a large service as in the out- 
patient department of the hospital, the broader and more 
conservative had become his views in regard to therapeutic 
measures. He was daily waiting for opportunity, and was 
more than willing to apply any plan of therapy which offered 
in the least a greater chance for the patient’s welfare. Upon 
being asked whether he would do an iridectomy at the time 
of the appearance of the earlier signs and symptoms of the 
disease, he answered that he would in appropriate cases. He 
had never had any bad intraocular complications of inflam- 
matory type to arise after the performance of posterior 
sclerotomy. In a number of painful cases in which immedi- 
ate operative procedure could not be done, he had most use- 
ful recourse to a formula containing hyoscine hydrobromide, 
morphine, strychnine and pilocarpine; a combination which 
not only subdued pain, but which both stimulated and con- 
trolled lymph circulation. In support of his claim for the 
value of these therapeutic agents, he cited three most inter- 
esting confirmative cases which he had seen at the hospital 
several years previously. In the use of electricity he had had 
considerable experience, finding a most curious paradoxical 
result that pain and tension are reduced when the negative 
electrode is applied to the eyeball. In his hands, pneumo- 
massage had given but moderate effects in some cases of 
chronic glaucoma. 
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ABSTRACTS FROM MEDICAL LITERATURE. 


By W. A. SHOEMAKER, M.D. 
ST. LOUIS, MO. 


THE OCULAR COMPLICATIONS OF BRIGHT’S DISEASE. 


L. Strickler, (Journal Am. Med. Ass.. Feb. 20) after 
discussing the subject and giving the histories of several cases 
illustrated with diagrams of the retinal findings, draws the 
following general conclusions : 

(1) There are no ocular complications of Bright's dis- 
ease from which, independently, a positive diagnosis of 
Bright’s disease can be made. They should direct our atten- 
tion to the probability of Bright’s disease and lead to sys- 
temic examination. 

(2) The prevalent idea that one must tind the character- 
istic picture of Bright’s disease with hemorrhages and areas 
of degeneration and white splashes in the region of the ma- 
cula, is a mistaken one, since one may meet with any of the 
many manifestations of vascular or retinal inflammation due 
to the action of toxins. 

(3) Only a small percentage of the cases of Bright’s 
disease develops ocular complications, but if larger numbers 
of cases were systematically examined it is more than prob- 
able that a much larger percentage would be found to have 
ocular lesions, which have not caused functional disturbances, 
and consequently have been overlooked. 

(4) All the ocular complications of the disease are the 
result of altered nutrition, or toxemia; in other words, a 
chronic uremia. 

(5) Diseases of the eye coming on in the course of 
Bright’s disease are of the most serious prognostic import, 
and indicate an early dissolution of the patient. 

(6) In the acute form conditions are of a more hopeful 
character, though a prolonged siege, with inability to stay 
ocular disease, cannot fail to leave the patient, though he re- 
cover, with greatly impaired vision. 


(7) An estimation of the quantity of urea made from a 
151 


i 
i 
| 
1 
| 
| 
| 


152 W. A. Shoemaker. 


total amount of the urine of twenty-four hours, under proper 
diet, is the barometer by which we are to be guided in determ 
iningthe early or immediate fatal outcome of the case. 

(8) Inthe Bright’s disease of pregnancy, with ocular 
involvement, a low urea quantity should be a positive sign for 
immediate interference, and should justify artificial abortion 
both to save the eyesight as well as the life of the mother. 

(9) In cases of Bright’s disease disclosing choroidal and 
retinal changes, he has found the urea quantity in the urine 
below the normal; and it seems more than probable that the 
urea or other excrementitious substances retained in the blood, 
due to faulty kidney excretion, acting as chemical irritants or 
toxins, are directly responsible for the inflammatory or de- 
generative changes. 


THE DEVELOPMENT AND SIGNIFICANCE OF THE VITREOUS. 


Clarence Loeb (St. Louis Medical Review, March 12th) 
summarizes A. Koelliker’s investigations and views on the 
vitreous as follows: 


A. VITREOUS. 


The vitreous is chiefly an ectodermal structure, which, 
however, during its development, contains mesodermic con- 
stituents. It is divisible into two parts. — 

I. Ectodermic or Retinal Vitreous. 

- This vitreous arises entirely from the retina, and consists 
of two parts. : 

(1) The retinal vitreous, in the restricted sense, or the 
primitive vitreous. 

(a) This arises from the entire external surface of the 
external layer of the primary optic vesicle, and the distal layer 
of the secondary optic vesicle. It fills the entire space be- 
tween the retina (i. e. the pars optica) and the lens, and con- 
sists of protoplasmic processes of numerous cells of the em- 
bryonal retina whose delicate projections form a dense mesh- 
work. 

(b) Gradually these processes disappear in the depth of 
the eye, but persist for a long time at the point of transition 
of the secondary vesicle. When they have vanished, the 
limitans interna develops by the fusing of the broadened ends 
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of the vitreal developmental cells, and at the same time the 
differentiation of the retina appears. 

(2) The Ciliary or Permanent Vitreous. 

(a) As the pars ceca or ciliaries, retina developes its 
cells give rise to vitreal fibres. A part of these follow the 
meridional course of the pars optica retinae and mix with the 
retinal vitreal fibrillae, and a part line the fossa patellaris. 
The origin of these fibres begins exactly at the ora serrata 
and ends where the zonula fibres commence, about 1.0 mm. 
in front of the ora. 

(b) As the eye grows older, the ciliary vitreal fibres in- 
crease in number, and finally form the mature vitreous, whose 
growth, as well as the formation of the vitelline humor, is 
chiefly due to the vessels of the corpus ciliare. 

(c) All retinal and ciliary fibres are to be regarded as 
protoplasmic processes of the supporting, or Mueller’s, cells 
of the retina. They are comparable to the neuroglial mesh- 
work of the surface of the central nervous system. 

(d) There is no membrana hyaloidea. The ciliary vitre- 
ous in places shows denser layers, thus forming the lamina 
posterior, along the pars optica retinae; the lamina anterior 
in the fossa patellaris; and the lamina medialis, as the lining 
of the funnel formed by the arteria capsularis. 

Il. Mesodermic Vitreous. 

(a2) This is found in all animals, into whose embryonal 
eyes a blood vessel enters, and is formed by the vessel-tree of 
the arteria hyaloidea and by the stellate connective tissue cells 
accompanying it. 

(b) When there is only an arteria capsularis present, 
there is a clear demarcation between mesodermal and retinal 
vitreous. When, however, there are vasa hyaloidea propria 
present, the vitreous throughout consists of mixed mesoder- 
mal and retinal elements. 

(c) Whether or not mesoderm is carried into the eye 
during the development of the lens, has not entirely been de- 
termined. It is certain, however, that the external mesoderm 
is in communication with the internal through the isthmus, 
between the border of the secondary optic vesicle, and the 
lens. 

(d) Inasmuch as the vitreal and lenticular vessels later 
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disappear, we can no longer speak of a mesodermal vitreous 
in a developed eye. The mature vitreous is to be regarded 
as essentially of ectodermal, i. e. retinal formation. 

III. A lenticular vitreous (v. Lenhossek ) does not exist. 


B. ZONULA. 


(a) The zonula fibres develops identically like the fibres 
of the vitreous, viz., as protoplasmic processes of the cells of 
the pars ciliaris retinae. 

(b) There is no sharp dividing line between zonular 
fibres and ciliary vitreal fibres. They mix at the place of 
transition, and some zonular fibres run into the vitreous. 

(c) Therefore, zonular and vitreal fibres are of similar 
origin, although the fibres of the two differ from one another 
in chemical composition. 


THE RETINAL SYMPTOMS OF VASCULAR DEGENERATION. 


L. A. W. Alleman (American Medicine, Feb. 20th) be- 
lieves that it is but reasonable that if functional alterations 
precede organic changes in the circulatory system, 
they should be discoverable in the eye, where alone in the 
economy it is possible to inspect a vessel without interfering 
with its function. The physical condition which gives rise to 
the first evidence of disturbed nutrition, visible in the fundus 
oculi, is a high peripheral tension dependent upon or associ- 
ated with improper elimination. There are no constant gen- 
eral symptoms characteristic of slight nutritive disturbances. 
In many cases the patients believe themselves to be in the 
best of health. But there is usually a history of overwork or 
worry at a time shortly preceding the examination, or of in- 
temperance in food, over-stimulation, or a neglect of reasonable 
physical exercise. The writer considers four groups of cases : 
In the first group no organic lesion is discoverable with 
the ophthalmoscope. The important finding is a tortuosity 
of the smaller retinal vessels and of their terminal twigs. In 
the second group of cases, a similar condition of the fundus 
is found, but in addition more or less bending of the vessels 
at the crossings is present. In many cases a change in the 
caliber of the retinal véssels is observable. Another retinal 
symptom is a momentary decrease in the force of the retinal 
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circulation. In the third group of cases, some evidence of 
organic change in the vascular walls can be made out. Inthe 
fourth class, the cases presenting advanced vascular disease 
are included. The one constant abnormality which the writer 
has always found in association with the retinal symptoms 
which he has considered, is some disturbance in the elimina- 
tion. Ina large majority of cases this is evidenced on urin- 
ary examination by a diminution in the elimination of urea. 
— Med. Record, Feb. 27. 


A CASE OF CHOROIDAL INFLAMMATION WITH PERMANENT 
LOSS OF VISION, CAUSED BY EXCESSIVE USE OF THE EYES 
DURING A COMPARATIVELY SHORT PERIOD OF TIME. 

D. B. St. John Roosa ( Medical Record, Feb. 20) records 
a case in which a physician read rather small type almost 
continuously for about ten hours. The following day he no- 
ticed that his vision, which previously had always been good, 
seemed blurred: Six weeks later he consulted the author, 
when it was found that his vision with right eye was *°/,) and 
the vitreous so hazy that no good view of the fundus could 
be obtained. Vision with left eye was *’/9. Treatment was 
prescribed, but the case was not seen again until fifteen 
months later. Then the vitreous had cleared up and several 
spots of choroidal atrophy were found in the right eye. 
Vision with right eye was still ”/3, and with left eye ”/.9. 
Six years later the patient came for reading glasses. At this 
time the same choroidal changes were found in the right eye, 
and the vision was still ”°/4. The left fundus oculi appeared 
normal and the vision in the left eye at this time was ”°/);. 


H-EMORRHAGE IN THE RETINA IN PERNICIOUS AN AEMIAS. 


Tchemolossoff ( oussky Vratch, Nov. 29,1903) discusses 
a case of ankylostomiasis, with its pernicious anemia, 
in which there were hemorrhages into the retina. Such cases 
are rare, although hemorrhages of this kind have been 
described as occurring in the essential form of progressive 
pernicious anemia. He thinks that such hemorrhages con- 
stitute a constant symptom in severe forms of anemia due to 
ankylostoma, though the patients may not complain of their 
eyes. They appeared in this case in the form of round 
spots, bands and semilunar marks, and are chiefly found in 
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the posterior pole of the eye. Their presence infiuence the 
prognosis. They take place by diapedesis, are absorbed 
without leaving any traces, and do not give rise to any inflam- 
matory symptoms. They occur cheifly in the layer of nerve 
fibres, but may penetrate to the outer layers of the retina, 
even to the external limiting membrane. The changes in 
the smaller vessels of the retina in these cases consist in 
swelling of the nuclei of the endothelial cells. The hemor- 
rhages resembles in every particular those met with in the 
essential pernicious anemias. The diagnosis is made chiefly 
from the appearance of the patient, the presence of ankylos- 
toma in the feces, and the absence of any disease, such as 
purpura hemorrhagica. 


TREATMENT OF GONORRHCEAL OPHTHALMIA. 


G. Hirsch ( Miinchener Med. Wochenschrift) reports the 
prompt cure of a case of gonorrheeal ophthalmia, by the sub- 
conjunctival injection of a 1-500 solution or hydrargyrum 
oxycyanate to which a little acoin had been added. The 
injections caused considerable irritative reaction. The first 
arrested the progress of the disease; three days later another 
was given which completed the cure. 


PERIODIC OPHTHALMOPLEGIC HEMICRANIA. 


Carlo Molon ( Gazzetta Degli Ospedali e Della Cliniche, 
Dec. 27, 1903) describes a case of this rare disease, which 
was defined by Charcot as a paralysis of one of the oculo- 
motor nerves accompanied by hemicrania which tends to occur 
in repeated attacks. The origin of this syndrome is not defi- 
nitely known. Charcot considered it of functional origin, 
while others have asserted that it is connected with a central 
lesion in the nucleus of the oculomotor, and still others main- 
tain that it is due to a peripheral change in this nerve. The 
patient in the present case was a man, aged thirty-seven years, 
who for six years had been suffering from periodical attacks 
of hemicrania on the left side occurring irregularly about 
every two months. At first these attacks were simple mi- 
graines, usually associated with dietetic disturbances and pre- 
ceded by nausea, vomiting, etc. Later, the patient found 
that the left eye could not be lifted during the attacks, and 
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on examination the left pupil was found to be wider than the 
. right, the eye rotated externally, and there was a certain 
amount of exophthalmos, as well as crossed diplopia. These 
paralytic symptoms were at first transitory, but in the course 
of time became permanent. Ophthalmoscopic examination 
showed, during the attacks, hyperemia and hemorrhages in 
the left retina. The author is inclined to believe that the 
condition is a purely functional one and due to circulatory 
disturbances in the oculomotor system.—WN. Y.Med., Feb.20. 


THE MODERN TREATMENT OF DACRYOCYSTITIS. 


Alfred Wiener (Medical Record, April 2) divides cases 
of dacryocystitis into three groups: (1) Those that can 
be cured by massage and syringing. (2) Those in which 
there is an organic stricture, but which may be cured by re- 
moving the anterior end of the inferior turbinate and laying 
bare the membranous canal of the nasal duct. (3) The cases 
that will not yeild to either of the treatments just described. 
These last cases call for extirpation. The indications for this 
operation are: (1) The fistula of the lacrimal sac after long 
continued suppuration (acute cases excepted). (2) In 
chronic blennorrheea of the sac, with or without ectasia. (3) 
In chronic catarrh of the sac with an organic stricture. (4) 
In chronic blennorrhaea when disease of the bone with caries 
is present. (5) In relatively fresh cases of blennorrheea, 
under the following conditions: (@) In uleus serpens when 
the healing is very much favored by an immediate extirpation 
of the sac; (4) when an operation for cataract or glaucoma 
is contemplated; (c) in fresh injuries of the cornea. (6) 
Tuberculosis of the sac. A typical method for performing 
extirpation is discribed in detail. 


NON-OPERATIVE RELIEF OF EYESTRAIN FOR THE POSSIBLE 
CURE OF EPILEPSY, AS TESTED IN 68 CASES AT 
THE CRAIG COLONY. 

William H. Spratling, (American Medicine, April 9) 
the medical superintendent at the Craig Colony of Epileptics, 
gives in detail the results which followed the attempts made 
by Gould and Bennett to cure 68 epileptics by fitting them 
with proper glasses. He says: 

‘*Personally, I deeply regret that the experiment so care- 
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fully and scientifically made by Dr. Gould and Dr. Bennett 
did not yield better results. At the same time, it strengthened 
my convictions that epilepsy is not a ‘single prescription 
disease,’ so to speak—that the correction of the abnormalities 
of the eye alone is not any more likely to cure it than are 
surgical measures directed against the brain, from which so 
much was at one time hoped for, but from which we now 
expect so little.’” Gould in an addendum to Spratling’s pa- 
per gives his views of the experiment as follows: ‘*Two mis- 
tukes were made in conducting the experiment: 1. Young 
patients, and those only with less injured nervous systems, 
should have been chosen. 2. Resident or frequently visiting 
opticians and oculists should have been insured to make the 
retestings, readjustments, etc., most necessary. Despite 
these faults, together with incomplete statistics, etc., 19 out 
of 57 patients, for the only comparable terms given of three 
months, showed a reduction of the number of seizures of 382 
(44 per cent.), and 1 in 57 was cured against 1 in 81 by all 
other methods of treatment that have been tried at the Col- 
ony. From the results of the experiment at Craig Colony I 
judge that the permanent residence at such institutions of an 
expert ophthalmologist would result in great monetary saving 
on the part of the State. Spectacles would certainly lessen 
the special disease, and the number of seizures. Even if they 
would not do so they would tremendously lessen headache, 
digestive troubles, etc. For mere humanity’s sake they 
should be ordered. The habit of depreciation and ignoring 
the eyestrain factor is both cruel and unscientific.”’ 


EYESTRAIN CONSIDERED AS A FACTOR IN PRODUCTION OF 
LATERAL CURVATURE OF SPINE. (PRELIMINARY 
COMMUNICATION ). 

Henry W. Kilburn (Boston Medical and Surgical Jour- 
nal, March 24) has observed a number of cases in which he 
believes that eyestrain played an important part in bringing 
about lateral curvature of the spine. Three such cases are 
reported in detail. He believes that the relationship between 
eyestrain and lateral curvature is a subject that deserves care- 
ful investigation. 
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BOOK REVIEWS. 


Traite Des TUMEURS DE L’ORIL, DE L’OrRBITE ET DES AN- 
NEXES. (Treatise on the tumors of the eye, the orbit and 
their annexes.) By Dr. Fenix LaGrange, Second vol- 
ume Tumors of the Orbit and Annexes. With 218 figures 
in the text and 12 plates. Paris: G. Steinheil. 1904. 


Not enough praise can be bestowed on this magnificent 
work, so full of original observations and beautiful illustra- 
tions. Almost all the literature on the subjects treated has 
been made use of in deriving final conclusions, which entailed 
un enormous labor. The author and the publishers are to be 
congratulated on the issue of such a monumental work. No 
oculist can afford to be without it. 


SUBJECTIVE SENSATIONS OF SIGHT AND Sounp, ABLOTROPHY 
AND Orner Lectures. By W. D. Gowers, M.D. Phil- 
' adelphia, 1904: P. Blackiston, Son & Co. 


This volume forms one of a series of lectures on ner- 
vous diseases. It is a collection of lectures delivered and 
published by Gowers, but which are now revised or rewritten. 
Whatever comes from the distinguished author’s pen is sure to 
be full of interest, and these lectures make no exception. 
Oculists will be especially interested in the articles on subjec- 
tive visual sensations, and on myasthenia and ophthalmoplegia. 


Tue Man Wuo PLeases AND THE Woman Wuo CHARMS. 
By J. A. Conr. Hinds & Noble, New York. 


Very pleasant reading on good manners. 


Tue Eye: rrs Rerracrion anp Diseases. Vol. I. The 
Refraction and Functional Testing of the Eye, complete 
in itself, in twenty-eight chapters, with numerous explan- 
atory cuts and diagrams. By Epwarp E. Gippons, M.D., 
Assistant Surgeon of the Presbyterian Eye, Ear and 
Throat Hospital, ete., Baltimore. New York: The Mac- 
millan Company. London: Macmillan & Co, 1904, $5, 


472 large 8vo pages, excellent paper. ALT. 
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160 Book Reviews. 


There is much disappointment on opening this very at- 
tractive looking volume to see at the beginning an assertion 
so inaccurate as that the sun is the ‘‘source of all light.’’ A 
few pages further on in the book we read: ‘The velocity of 
the red rays is the greatest; therefore they are retarded the 
least in passing through the dioptric medium,”’ etc. The 
conclusion here expressed could not be logically deduced 
even if the premise were established, which is not, for it is 
the belief of physicists that all light would travel with the 
same velocity except when retarded by some dense substance. 
H | These are a few instances among many of a class of inaccur- 
i | acies found throughout the book, which, though perhaps not 
of very serious import, indicate a lack of proper care in the 
preparation of the work. 
| But there is one error which, in justice to the students 


who will look to this book for guidance, ought not to pass 
without criticism. This occurs in the discussion of cylin- 
drical refraction, the description of which is given on pages 
41 to 43, is entirely erroneous and indicates an entire miscon- 
ception of the whole question. The diagram on page 43, 


| 
i illustrating the focus for rays entering a cylindrical lens in an 
| | oblique meridian, is truly astonishing, for every ophthalmol- 


ogist should know that no two homocentric rays lying in an 
oblique meridian of a cylindrical lens can ever be reunited 
in a focus as the result of refraction by that lens. Similarly 
the diagram and description of asymmetrical refraction as 
given on page 246 are erroneous. The discussion of hyper- 
| opia, myopia and astigmia fail lamentably in fullness for a 
work that claims, as this one does, to be ‘complete. The 
illustrations of the appearance of the pupil in skiascopy by — 
| no means convey a correct impression to one who is unfa- 
miliar with the phenomena of that test. 

In spite, however, of the defects which have been men- 
tioned, the book contains much valuable information com- 
piled from various sources, with nothing that is claimed as 
original. It covers nearly the same ground as Tscherning’s 
Physiologic Optics, but it does not reach in merit that care- 
fully prepared work. W.N. Suter. 
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